Introduction
Absent right superior vena cava (SVC) with persistent left SVC in visceroatrial situs solitus is a rare congenital anomaly occurring in 0.07-01.3% of congenital heart malformation [1] . It is commonly associated with other congenital heart defects in 46% [2] . Here, we report a case of ostium secundum atrial septal defect (ASD) associated with this anomaly in a patient who underwent Amplatzer Septal Occluder (ASO) implantation.
Case Description
An 11-year-old boy presented with presented with frequent tiredness during exertion. Physical examination revealed widely fixed splitting S2 with normal P2 and grade 2/6 systolic ejection murmur along the left upper sternal border (pulmonary valve area). His EKG had an abnormal P axis (-15O), right axis deviation for age (+120O), and pure R in V1 (Figure 1 ). A chest x-ray demonstrated mild cardiomegaly with slightly increased pulmonary vasculature. All of these findings were suggestive of an ASD. Echocardiography demonstrated mild dilatation of the right atrium and ventricle, ostium secundum ASD (8 mm in diameter), and dilated coronary sinus suspected left SVC. He was scheduled for cardiac catheterization for device closure by ASO. Tranesophageal echocardiography (TEE) was performed during the catheterization. This demonstrated an ostium secundum ASD with stretched diameter of 14 mm., a dilated coronary sinus, and adequate rims for device closure. A 24-mm balloon sizing was inflated with stretched diameter of 14 mm. by fluoroscopy (Figure 2) . A catheter could not be passed from the right atrium into the right SVC, but it could be passed from the right atrium through dilated coronary sinus, left SVC, right innominate vein, and right internal jugular vein. The contrast was injected into the right internal jugular vein and the left SVC, respectively. This injection demonstrated absent right SVC and persistent left SVC draining into the coronary sinus and the right atrium ( Figure 3 ). The pulmonary to systemic blood flow was calculated and equal to 2.8 indicated large left to right shunt. The pulmonary arterial pressure was normal with mean of 20 mm Hg. A 14-mm ASO was selected to close the ASD successfully. 
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The echocardiography performed at 1 day and 3 months after the procedure demonstrated proper position of the device without residual shunt. The ASO device did not obstruct the dilated coronary sinus.
Discussion
Bilateral SVC with persistent left SVC draining into the coronary sinus and then the right atrium which is a normal variation of normal systemic venous return is not uncommon in general, occurring in 0.3% of the general population. This condition is commonly associated with congenital heart defects in 3-34% of patients. However, persistent left SVC with absence of the right SVC is very rare. Bartram et al. [2] reported 121 cases with the absence of the right SVC in visceroatrial situs solitus found that this anomaly is typically characterized by persistent left SVC draining into the right atrium via the coronary sinus and additional cardiac defects could be found in 46% of these cases. Srivastava et al. [3] reported a case with persistent left SVC with absent right SVC associated with ostium secundum ASD which was accidentally detected during the surgical closure of the ASD due to the right internal jugular triple lumen venous catheter placement.
In this case report we successfully closed the ostium secundum ASD by using an ASO device. TEE performed before the procedure demonstrated dilated coronary sinus which was suspected to have the persistent left SVC, but the absent right SVC was not detected. However, the venous catheter course and angiography demonstrated absent right SVC and persistent left SVC 
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draining into the right atrium via dilated coronary sinus. We thought that this finding was of concern due to the possibility of the device obstructing the dilated coronary sinus and its orifice. During the device deployment, we selected the size of the device properly using the stretched diameter of the defect by measuring the sizing balloon by TEE and fluoroscopy. We were also aware of the device position related to the large orifice of the coronary sinus by imaging of the TEE. Figure 4 demonstrated the ASO device in the proper position after the deployment. The patient's EKG had abnormal P axis, which indicated ectopic atrial pacemaker. This finding was reported in 3 of 4 hearts with absent right SVC, and may be the key factor in the development of arrhythmias [4] . The incidence of arrhythmia after device closure may be increased in this patient. The event started with an informal dinner held the evening before, attended by current staff and some of Dr. Mullins' former trainees working in other pediatric cardiac centers. Following the lecture, which was attended by approximately 50 people, a "Charles E.
Mullins" display case was unveiled at the Texas Children's Hospital heart center library and learning center. The display case was intended to show off some of Chuck's collection of publications, catheters, antiques and other historically important artifacts pertaining to pediatric cardiology interventions.
Overall, it was a great time for a mixture of academic discussions and renewal of old friendships. If the reader has any "old artifacts" of Chuck's, and would like to donate them to the "Mullins" display case, please contact the author.
The date for the third lecture will be sometime in the Spring of 2009. Those interested in possibly attending, are encouraged to send an email to the author, and information will be sent when available. Sudden and unexpected deaths in young competitive athletes are uncommon, but highly visible events, which raise concern and ethical issues in both the lay public and medical community. Which is the best strategy to timely identify individuals with cardiac disease responsible for sudden death (primarily, HCM) is largely debated. Namely, the extent to which sophisticated testing, such as echocardiography, is needed is still undefined.
CCT Charles E. Mullins Interventional Lecture Series
To address this question, we carried out an echocardiographic assessment of the structural cardiac diseases in a population of 4,450 athletes, initially judged free of cardiac disease and eligible for competition on the basis of pre-participation screening with 12-lead ECG.
None of the 4,450 athletes showed evidence of HCM. Other cardiac abnormalities were detected in only 12 athletes, including myocarditis (n=4), mitral valve prolapse (n=3), Marfan's Syndrome (n=2), aortic regurgitation with bicuspid valve (n=2), and arrhythmogenic right ventricular cardiomyopathy (n=1). In addition, four athletes were identified with borderline LV wall thickness (i.e., 13 mm) in the "gray-zone" between HCM and athlete's heart. In two of these athletes, subsequent genetic analysis or clinical changes over an average 8-year follow-up resulted, respectively, in a diagnosis of HCM.
In conclusion, the pre-participation screening program including 12-lead ECG appears to be efficient in identifying young athletes with HCM, leading to their timely disqualification from competitive sports. The data also suggest that routine echocardiography is not an obligatory component of large population screening programs designed to identify young athletes with HCM. For more information, European Society of Cardiology -www.escardio.org
Cardiac Ultrasound Imaging Goes to Handheld
Cardiac ultrasound imaging, also known as echocardiography, has been recently challenged by several new imaging methods. However, echocardiography has unique characteristics that make it very attractive: it is cheap, can be done bedside and without ionizing radiation. Recently, devices have also become very small. Actually, in echocardiography there are two diverse and ongoing trends: the development of handheld miniature echo devices and even more advanced systems for more quantitative analyses.
Handheld echocardiography makes the method resemble the role of the stethoscope in doctors' everyday work. We may soon see physicians on regular wards or during typical outpatient visits taking out pocket size echocardiography machines and checking whether the valves are okay, or if the heart has normal pumping power. Also, identifying life-threatening cardiac issues in emergency environments could be done immediately. This exciting development obviously implies an increase in the need for training doctors.
The current limitation of echocardiography is that the image analysis is subjective and depends on the imager maybe more than with other imaging techniques. This leads us to the second trend: more automatic analysis of echo images. The novel image tracking systems allow automatic detection of structures such as cardiac walls and cardiac structures and can be visualized in 4D. These systems will likely increase the accuracy of the image analysis.
It is of great interest to see how these trends will change costs and cost-effectiveness. There are a number of trials studying cost-related issues of the current techniques. Obviously, advanced imaging is more expensive, but so are new therapies. One of the scenarios is, indeed, that advanced imaging is needed to target therapies more accurately, and thereby, make significant savings by more tailored therapy roadmaps.
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Stem Cell Regeneration Repairs Congenital Heart Defect
Mayo Clinic investigators have demonstrated that stem cells can be used to regenerate heart tissue to treat dilated cardiomyopathy, a congenital defect. Publication of the discovery was expedited by the editors of Stem Cells and appeared online in the "express" section of the journal's web site at http://stemcells.alphamedpress.org/.
The study expands on the use of embryonic stem cells to regenerate tissue and repair damage after heart attacks and demonstrates that stem cells also can repair the inherited causes of heart failure.
"We've shown in this transgenic animal model that embryonic stem cells may offer an option in repairing genetic heart problems," says Satsuki Yamada, MD, PhD, cardiovascular researcher and first author of the study. "Close evaluation of ge- 
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How They Did It
The team reproduced prominent features of human malignant heart failure in a series of genetically altered mice. Specifically, the "knockout" of a critical heart-protective protein known as the KATP channel compromised heart contractions and caused ventricular dilation or heart enlargement. The condition, including poor survival, is typical of patients with heritable dilated cardiomyopathy.
Researchers transplanted 200,000 embryonic stem cells into the wall of the left ventricle of the knockout mice. After one month the treatment improved heart performance, synchronized electrical impulses and stopped heart deterioration, ultimately saving the animal's life. Stem cells had grafted into the heart and formed new cardiac tissue. Additionally, the stem cell transplantation restarted cell cycle activity and halved the fibrosis that had been developing after the initial damage. Stem cell therapy also increased stamina and removed fluid buildup in the body, so characteristic in heart failure.
The researchers say their findings show that stem cells can achieve functional repair in non-ischemic (cases other than blood-flow blockages) genetic cardiomyopathy. Further testing is underway. The goal is to learn "how we can improve assessment tools to better understand how to train better doctors," Davidson said.
Currently, many graduate medical education programs use self-assessments, which tend to rely on students' perceptions of their own personalities. The beauty of ability measurement for emotional intelligence evaluation, according to the authors, is that it could separate out personality traits from these core abilities, giving trainees a more objective assessment of their skills.
The JAMA authors suggest that future studies could link emotional intelligence measurements with performance evaluations. Graduate students who score low in one or a combination of abilities, might benefit from targeted training in their weaker abilities.
Grewal and Davidson note that not all educators agree on the value of emotional intelligence. Few studies have tested the benefits of training programs, and none has done so within medical education. Some research shows that emotion skills training in medical schools has improved empathy and "soft" skills, suggesting that the right kind of training might help those students who are not natural-born communicators to learn and develop their abilities -assuming they can accurately read and manage their own emotions and those of others.
"Hopefully, such training will improve the caring environment in medicine," Davidson said.
Internet-Based Learning for Health Professions Associated with Positive Effect
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